School Height and Weight Report

For South Dakota Students
2003-2004 School Year

South Dakota Department of Health
March 2005






PREFACE

School Height and Weight Report, For
South Dakota Students, 2003-2004
School Year was prepared by the South
Dakota Department of Health.

This report is divided into eighteen
sections which contain data on childhood
obesity as well as guidelines and
references for preventing and reversing
the childhood obesity epidemic. Sections
of note are: Executive Summary, which
highlights data at a glance; Technical
Notes, which explains the terminology
and BMI for children and teens; and
Regional Data, which examines the data
by Department of Education’s regions.

Contributors:

Kristin Biskeborn, MPH, RD, LN
Barbara Buhler

Kathlene A. Mueller, MS

Mary Sarvis

Also included are instructions and a form
for any school interested in submitting
data in the future.

Any questions concerning the data may
be directed to the following agency
within the South Dakota Department of
Health:

Data, Statistics, and Vital Records
600 East Capitol Avenue

Pierre, South Dakota 57501-2536
Phone: (605)773-3361

State Nutritionist

Public Information Officer

Manager Data, Statistics, & Vital
Records / State Registrar

Policy Analyst
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Executive Summary

This report summarizes data collected
on school-age children and adolescents
during the 2003-2004 school year and
also includes data collected since the
start of the project in the 1998-1999
school year.

Over the six years that this data has
been collected:

» Sample size has grown from
13% of the state’s students to
20.5%.

» School submissions have grown
from 110 schools in the first
report to 198 schools in the
current report.

= For the last three years, no age
group is over the expected 5th
percentile for short stature.

= No age group has been over the
expected five percent below the
5th percentile in BMI-for-age or
underweight.

» Overall, there has been a slight
decrease in the “at risk for
overweight” category from 16.7%
in 1998-1999 to 16.1% in 2003-
2004.

» By race, American Indians
decreased in the “at risk for
overweight” category from 20.4%
in 1998-1999 to 18.1% in 2003-
2004.

= Overall, there has been an
increase in the “overweight”
category from 15.1% in 1998-
1999 to 15.8% in 2003-2004.

= By race, American Indians
increased in the “overweight”
category from 21.1% in 1998-
1999 to 25.8% in 2003-2004.

Results from the 1999-2002 National
Health and Nutrition Examination Survey
(NHANES), suggest that since 1994,
overweight in youths has not leveled off
or decreased, and is increasing to even
higher levels. Overweight in children
and adolescents was relatively stable
from the 1960s to 1980, but has nearly
tripled among children and adolescents
since. The findings for children and
adolescents suggest the likelihood of
another generation of overweight adults
who may be at risk for subsequent
overweight and obesity related health
conditions.

2003-2004 data at a glance:

= 3.0% Height-For-Age below 5"
percentile. (Short stature)

= 2.8% of children fall below the 5"
percentile in BMI-for-age. (Under-
weight)

= Ages 5-19 years - 16.1% “at risk
for overweight”.

= American Indians, ages 5-19
years — 18.1% “at risk for
overweight”.

= Ages 5-19 years — 15.8% are
overweight.

= American Indians, ages 5-19
years — 25.8% are overweight.



Technical Notes

Height Short stature is defined as a
height-for-age below the 5th percentile
for children of the same height and age
in the reference populations used by the
CDC.

Children grow at different rates
depending upon age and gender, the
BMI value is plotted on growth charts,
and the resulting value of BMI-for-age is
presented as a percentile value.

Underweight Children falling below the
5th percentile in BMI-for-age, compared
to children of the same gender and age
in the CDC reference population, are
considered underweight.

At _Risk for Overweight If a child’s
BMI-for-age is between the 85th and
94th percentile in the CDC reference
population of children matched for age
and gender, the child is considered to be
at risk for overweight.

Overweight If a child is at or above the
95th percentile for children of that age
and gender, the child is considered to be
overweight.

Obesity Is an excessively high amount
of body fat or adipose tissue in relation
to lean body mass. Individuals with a
BMI of 25 to 29.9 are considered
overweight, while individuals with a BMI
of 30 or more are considered obese.

Confidence Intervals (Cl) The
standard error (SE) of a rate is used in
health statistics when studying or
comparing rates. The SE defines a
rate’s variability and can be used to
calculate a confidence interval (Cl) to
determine the actual variance of a rate
95 percent of the time. Rates for two
different populations (areas, regions) are
considered to be significantly different

2

when their confidence intervals do not
overlap.

The standard error and confidence
intervals are calculated in the following
manner. For example, Region 5’s high
overweight rate is 27.8 percent. This
was based on 1,217 student
measurements in 2003-2004. The
square root of 1,217 is roughly 34.9. By
dividing the rate of 27.8 by 34.9, the
estimated SE of approximately 0.8 is the
result. The estimated SE can then be
used to compute a 95 percent ClI for the
rate. The standard formula RATE =+
(1.96 *SE) is used for determining the 95
percent Cl. Following this formula, we
produce an equation of 27.8 + (1.96 *
0.80) and the resultis 27.8 + 1.6. From
this the estimated 95 percent Cl is 26.2
to 29.4 percent. It could then be stated,
with 95 percent certainty that the actual
2003-2004 overweight rate for Region 5
is between 26.2 and 29.4 percent.

Therefore, Region 5’s overweight rate
would be considered significantly
different from the state rate. This is
because the confidence intervals for
Region 5 (26.2-29.4) and the state
(15.6-16.0) do not overlap. The same
can be said for Region 4 (16.2-17.2) and
Region 6 (16.1-17.9). The four
remaining regions are significantly below
the state Cl levels. See Figure 6 page
13.

BMI (Body Mass Index) The formula to
calculate BMI is weight (Ib) + height (in)
+ height (in) x 703. This formula is used
for adults. See the next page for
children and teens BMI.




BMI - Body Mass Index: BMI for Sample of BMI and Growth Chart
Children _and Teens BMI is used
differently with children and teens than it
is with adults. In children and teens,

As a boy grows, his BMI changes, but he
remains at the 95th percentile BMI-for-age.

body mass index for age is used to Age BMI Percentile
assess underweight, overweight, and 2 19.3 95th
risk for overweight. Girls and boys differ 4 17.8 95th
in their body fatness as they mature. 193 3513(1) ggm
This is why BMI for children, also '
referred to as BMI-for-age, is gender The example shows how the boy's BMI
and age specific.” >  BMI-for-age is declines during his preschool years and
plotted on gender specific growth charts. increases, as he gets older.
These charts are used for children and Growth Chart
teens 2 — 20 years of age. For the 2000 . Boys: 2 to 20 years
CDC Growth Charts and additional .
information visit CDC's National Center N
for Health Statistics website at http: . a5t
[lwww.cdc.gov/growthcharts/. »
= aith

Each of the CDC BMI-for-age gender ; Bt
specific charts contains a series of z .
curved lines indicating specific B
percentiles. So if a child is in the 60th E
percentile it means that compared to - st
children of the same gender and age, N -~
60% have a lower BMI. Healthcare .
professionals use the  following . T
established percentile cutoff points to -
screen underweight and overweight in "
children.
Underweight BMI-for-age < 5th ©

percentile B
At risk of BMlI-for-age 85th 2O T B e T
overweight percentile

BMI-for-Age for children and teens is a

to < 95th percentile useful tool because:

Overweight BMI—forTage 2 95th o BMI-for-age provides a reference for
percentile adolescents that can be used beyond
puberty.
BMI decreases during the preschool _ .
years, then increases into adulthood. « BMI-for-age  in  children  and
The percentile curves show this pattern adolescents ~ compares  well  to
of growth. laboratory measures of body fat.

« BMI-for-age can be used to track body
size throughout life.

"Hammer LD, Kraemer HC, Wilson DM, Ritter PL, Dornbusch SM. Standardized percentile curves of body-mass index for
children and adolescents. American Journal of Disease of Child. 1991; 145:259-263.

2 pietrobelli A, Faith MS, Allison DB, Gallagher D, Chiumello G, Heymsfield, SB. Body mass index as a measure of adiposity 3
among children and adolescents: A validation study. Journal of Pediatrics. 1998; 132:204-210.
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Introduction

Due to increasing rates of child obesity
and its health risks, the Department of
Health (DOH), in cooperation with the
South Dakota Department of Education
(DOE), started a process during the
1998-1999 school year to collect data on
the height and weight of students. The
intent of this data collection effort was to
start a data surveillance system of
school aged children.

This report summarizes the data
collected during the 2003-2004 school
year and allows South Dakota to
quantify the extent of the childhood
overweight problem. In addition, it
provides the DOH and DOE the data
needed to address the prevention of
childhood obesity and decrease it as a
public health problem.

Data Collection Process

Some schools routinely obtain height
and weight measurements to report
physical growth to parents Letters
requesting schools share the height and
weight data with the DOH were sent on
Coordinated School Health Program
letterhead to all South Dakota school
superintendents. A data collection form
and instructions on how to measure
children were included with the letter
(Appendix 1). Copies of this letter were
also sent to the building principals,
health and physical education teachers,
and school nurses. Participation in the
data collection effort was voluntary and
no remuneration was provided.

This project was completed for the sixth
time during the 2003-2004 school year.

Comparison To 1998-1999
And 1999-2000 School Year
Report

The School Height and Weight Report
for South Dakota Students 1998-1999
School Year is not comparable to any
report published after it. The 1998-1999
publication reported weight-for-height
above the 95th percentile for younger
students and Body Mass Index or BMI
above the 95th  percentile for
adolescents between 15.0 percent and
18.0 percent. For male students the
reference was through the age of 11
years 6 months and less than 57 inches
tall. For females the reference was
through the age of 10 years and less
than 54 inches tall. The available BMI
standard could be used for students 14
to 18 years of age.

Starting with the report for the 1999-
2000 school year, the DOH used BMI-
for-age as the criteria for determining if a
child was at risk for overweight or
overweight.

However, the CDC reanalyzed the 1998-
1999 year data along with this year’s
data to the same standards and
comparisons will be included in this
report where possible.



Data Limitations

Data quality has been determined to be
within acceptable standard deviation.

First, schools voluntarily submitted
height and weight data from across the
state but no attempt was made to obtain
a representative sample (Appendix 2
and 3). However, data were collected for
20.5 percent of the state’s students from
198 schools, which is 21.3 percent of the
state’s attendance centers. While
American Indian students comprise 15.4
percent of the South Dakota enrollment
population, they represent 12.3 percent
of the survey respondents.

Second, the Department of Health
performed a series of edits on the data
and the following types of records were
removed: data gathered prior to the
2003-2004 school year, data that had
biologically implausible results, and
entries where all essential data elements
were not completed. After the above
cases were removed the sample size
was 28,700 students and 198 schools.
Also, CDC excluded 1,455 cases with
errors leaving a total of 27,245 cases for
analysis.

Third, while the instructions included the
type of equipment that should be used,
there is no assurance that this was
always the case. South Dakota DOH
has been providing balance-beam
scales and wall-mounted measuring
boards to schools to help improve the
quality of data. While it is not known
what training persons who obtained the
measurement had, it is known that much
of the data were obtained by, or under
the supervision of, school nurses or
school health and physical education
teachers.

South Dakota’s height data are of
acceptable quality, however, worldwide
measurements of height tend to be of
marginal quality. There could be several
possible reasons for this including use of
measuring equipment that did not allow
accurate heights to be obtained. This
can occur when the person doing the
measuring is shorter than the person
being measured. Measurers of
adolescents may need to stand on a
stool or a bench to have eye level be
above the child’'s head. Also if the
measuring stick on a standing scale was
used, the children would be inaccurately
reported as shorter than they are. South
Dakota should be cognizant of this
problem when determining heights. This
may be solved now as adolescent height
is more “normal” but this may explain the
high level of short stature for the 1998-
1999 school year.

Publication Format

Schools and/or school districts who
submitted measurements from 100 or
more students are receiving school
specific and/or district specific data
along with the aggregate data in this
report. The requirement total of 100
measurements may occur over a period
of three years. Measurements from
schools who submitted data from less
than 100 students will only be provided
with the aggregate data in this report.
CDC determined that small numbers do
not produce stable rates and established
the 100 student cut-off.



Results

These data were compared to the
growth charts developed by the Centers
for Disease Control and Prevention. The
growth charts are based on the body
mass index” (BMI) and provide the most
up-to-date standard for evaluating body
measurements of children. The growth
charts provide a reference for
adolescents that was not previously
available and are consistent with adult
standards so they can be used
continuously from two years of age to
adulthood.

It should be noted even though BMI is
an effective screening tool used to
identify individuals who are underweight
or overweight, it is not a diagnostic tool.
For example, a child who is relatively
heavy may have a high BMI for his or
her age. To determine whether the child
has excess fat or is truly overweight,
further assessment is needed which
may include triceps skinfold measure-
ments, assessments of diet, health, and
physical activity.

Height

Short stature is defined as a height-for-
age below the 5th percentile for children
of the same height and age in the
reference populations used by the CDC.
Short stature may be evidence of
compromised health, delayed develop-
ment, and poor diet.

Table 1, below, contains the height-for-
age data for South Dakota students. The
data for South Dakota children ages 5 to
8 indicate that 2.8 percent are below the
5th percentile. The data also indicate
that 2.7 percent of children ages 9 to 11,
3.4 percent of students ages 12 to 14,
and 4.5 percent of students ages 15 to
19 are below the 5th percentile. Lastly,
the data for total students indicate that
3.0 percent are below the 5th percentile.
This is the third year in a row since this
report has begun that no age group is
over the expected five percent of
students with short stature in South
Dakota. Years 1999 to 2004 of height-
for-age is illustrated in Figure 1, next

page.

Table 1: School Year 2003-2004
Height-For-Age
Height-For-Age

Number Of Below 5th

Age Students Percentile
5-8 years 8,952 2.8%
9-11 years 9,767 2.7%
12-14 years 6,347 3.4%
15-19 years 2,179 4.5%
Total 27,245 3.0%

Source: South Dakota Department of Health

Note: Due to changes in the CDC/WHO age and height references these data can not be compared to reports of
School Height and Weight for South Dakota Students published before the 2000-2001 school year.

* Body Mass Index is calculated by dividing a person’s weight in pounds)by their height in inches
squared times 703. The mathematical equation for BMI is: weiaht (Ib)/heiaht (in)** 703.
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Figure 1

Height-for-Age 5th Percentile 1999-2004
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Underweight

Children falling below the 5th percentile
in BMI-for-age, compared to children of
the same gender and age in the CDC
reference population, are considered
underweight. The conditions contributing
to a low BMI are inadequate dietary
intake, failure to thrive, chronic and
infectious diseases, and variations within
a population. Table 2, below, indicates

12-14 Years 15-19 Years

Year represents the end of school year, i.e. 1999 is for school year 1998-1999, etc.
1999 rates — refer to page 1 about comparisons.

that South Dakota has less than the
expected five percent below the 5th
percentile of school children from all age
groups and as a population are not
considered to be underweight when
compared to their peers nationally. This
is true for all the years of data collected
to date, as illustrated in Figure 2, next

page.

Table 2: School Year 2003-2004
Underweight
Low Body Mass Index For Age
Body Mass Index

Age Number Of Students Below 5th Percentile
5-8 years 8,952 3.2%
9-11 years 9,767 3.0%
12-14 years 6,347 2.4%
15-19 years 2,179 2.2%
Total 27,245 2.8%

Source: South Dakota Department of Health

Note: Due to changes in the CDC/WHO age and height references these data can not be compared to data in previous

reports prior to the School Height and Weight for South Dakota Students 2000-2001 School Year.



Figure 2
Underweight Weight-for-Height 1999-2004
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Table 3 provides the percent of percent below the 5th percentile in each
underweight students by race. When the race category except for the combined
data are analyzed by race South Dakota other races.

again has less than the expected five

Table 3: School Year 2003-2004
Underweight
Low Body Mass Index For Age, By Race
Number Of Body Mass Index

Race Students Below 5th Percentile
White 21,114 2.9%
American Indian 3,357 2.1%
Other Races 815 11.7%
Race Unknown 1,959 2.8%
Total 27,245 2.8%

Source: South Dakota Department of Health
Note: Due to changes in the CDC/WHO age and height references these data can not be compared to data in previous
reports prior to the School Height and Weight for South Dakota Students 2000-2001 School Year.



At Risk For Overweight And
Overweight

The DOH used BMlI-for-age as the
criteria for determining if a child was at
risk for overweight or overweight. BMI-
for-age is the preferred term to describe
children and adolescents. For adults,
just a BMI value is used, but as children
grow at different rates depending upon
age and gender, the BMI value is plotted
on growth charts and the resulting value
of BMl-for-age is presented as a
percentile value. If a child’s BMI-for-age
is between the 85th and 94th percentile
in the CDC reference population of
children matched for age and gender,
the child is considered to be at risk for
overweight. If a child is at or above the
95th percentile for children of that age
and gender, the child is considered to be
overweight.

One of the national Healthy People 2010
objectives is to “reduce the proportion of
children and adolescents who are
overweight or obese.” This is proportion

of children and adolescents who are
overweight or obese.”  This is defined
as, “at or above the gender- and age-
specific 95th percentile of BMI based on
a preliminary analysis of data used to
construct the year 2001 U.S. Growth
Charts.” The term “overweight” is used
throughout this report to indicate
children and adolescents who meet the
criteria for the Healthy People 2010
objective. The target in each of four age
groups is five percent.

DOH also has as a goal to “reverse the
trend and reduce the percent of school-
age children and adolescents who are
overweight or obese from 17% in 2003
to 15% by 2010.”

Table 4 provides the BMI-for-age
statistics for South Dakota students.
These data show that for all of the age
groups, South Dakota will need to
substantially reduce the number of
overweight children in order to meet the
Healthy People 2010 objective of five
percent.

Table 4: School Year 2003-2004
At Risk For Overweight And Overweight
Body Mass Index For Age
At Risk For
Overweight And

Number Of | At Risk For Overweight

Age Students Overweight | Overweight Combined
5-8 years 8,952 15.1% 13.0% 28.1%
9-11 years 9,767 16.7% 17.7% 34.4%
12-14 years 6,347 16.5% 17.0% 33.5%
15-19 years 2,179 16.6% 14.9% 31.5%
Total 27,245 16.1% 15.8% 31.9%

Source: South Dakota Department of Health

Note: Due to changes in the CDC/WHO age and height references these data can not be compared to data in
previous reports prior to the School Height and Weight for South Dakota Students 2000-2001 School Year.



Figure 3 through Figure 6 (below),
illustrate each age group’s overweight
rate by year, compared to that year's
rate of all students considered to be
overweight.

Figure 3: Overweight 5-8 Year Olds
Compared to State Totals, 1999-2004
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Figure 5: Overweight 12-14 Year Olds
Compared to State Totals, 1999-2004
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Note:
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When compared to statewide rates,
students ages 9 to 14 are consistently
higher than the group as a whole every
year, while 5 to 8 year olds are
repeatedly lower.

Figure 4: Overweight 12-14 Year Olds
Compared to State Totals, 1999-2004
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Figure 6: Overweight 15-19 Year Olds
Compared to State Totals, 1999-2004
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Year represents the end of school year, i.e. 1999 is for school year 1998-1999, etc.



When the body mass index data were
analyzed by race in Table 5, 15.7
percent of whites and 18.1 percent of
American Indians were between the
85th percentile and 94th percentiles or
were at risk for overweight. In addition,
these data indicate that 14.2 percent of

whites and 25.8 percent of American
Indians were above the 95th percentile
or overweight. Again, this is a slight
decrease for whites but an increase in
the overweight category for American
Indians from the 2002-2003 school year.

Table 5: School Year 2003-2004
At Risk For Overweight And Overweight
Body Mass Index For Age, By Race
At Risk For
At Risk Overweight And

Number of For Overweight

Race Students | Overweight | Overweight Combined
White 21,114 15.7% 14.2% 29.9%
American Indian 3,357 18.1% 25.8% 43.9%
Other Races 815 17.2% 18.1% 35.3%
Race Unknown 1,959 16.8% 14.8% 31.6%
Total 27,245 16.1% 15.8% 31.9%

Source: South Dakota Department of Health

Note: Due to changes in the CDC/WHO age and height references these data can not be compared to data in
previous reports prior to the School Height and Weight for South Dakota Students 2000-2001 School Year.

As reported in “The Epidemic of Obesity
in American Indian Communities and the
Need for Childhood Obesity-Prevention
Programs,” intervention studies are
urgently needed in American Indian
communities to develop and test
effective strategies for weight reduction.
The poor success rate of adult obesity
treatment programs in the general
population points to the need to develop
prevention approaches aimed toward
children. Because eating and physical
activity practices are formed early in life
and may be carried into adulthood,
prevention programs that encourage
increased physical activity and healthful
eating habits targeted toward young
people need to be developed and tested.
To be most effective for American Indian
children, interventions must be
developed with full participation of the

American Indian communities.

be read

More of

this  report can
http://www.ajcn.org/cqgi/content/full/69

141747 S#top.

Regional Data

The data for 2003-2004 was submitted
with an additional code to look at the
data not only by county but by education
service agency regions. On the next
page is a map showing the regions and
tables presenting the demographics of
those regions.

Region 5 has an overweight percent of
27.8 and 77.2 percent of the participants
in region 5 are American Indians. Of the
3,357 American Indian students included
in the total submission, 36.3 percent
were submitted from region 5.
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Figure 7: S.D. Education Service Agencies
Region Map
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See Appendix 2 for school locations.

Source: South Dakota Department of Education — Revision 3/26/2004

Table 6: School Year 2003-2004 Racial
Distribution by Regions

J
!\

Table 7: School Year 2003-2004 Age

Region White Am‘:;;;c:n (;tahceer Unknown
1 86.1% 9.4% 2.2% 2.3%
2 89.9% 2.2% 6.3% 1.6%
3 74.0% 7.7% 1.9% 16.4%
4 91.5% 5.2% 2.8% 0.5%
5 22.1% 77.2% 0.7% 0.0%
6 53.4% 22.7% 0.6% 23.3%
7 70.2% 14.2% 3.1% 12.5%

Total 77.2% 12.5% 3.1% 7.2%

Source: South Dakota Department of Health

Distribution by Regions

Region | 5-8 Years | 9-11 Years | 12-14 Years|15-19 Years,

1 33.5% 31.6% 25.8% 9.1%

2 21.6% 44.6% 31.8% 2.1%

3 37.0% 36.6% 20.9% 5.5%

4 39.2% 29.6% 18.1% 13.1%

5 23.2% 43.2% 20.6% 13.0%

6 48.8% 40.3% 10.9% 0.0%

7 32.5% 35.0% 22.9% 9.6%
Total 32.9% 35.8% 23.3% 8.0%

Source: South Dakota Department of Health

Table 8: School Year 2003-2004 At Risk For Overweight And

Overweight Body Mass Index For Age, By Regions

Region Number of At Risk .For Overweight
Students Overweight

1 6,118 16.1% 14.9%

2 4,312 15.7% 13.8%

3 2,951 15.7% 15.3%

4 3,872 17.7% 16.7%

5 1,217 19.0% 27.8%

6 1,516 15.8% 17.0%

7 7,259 15.3% 15.2%
Total 27,245 16.1% 15.8%

Source: South Dakota Department of Health
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Figure 8 illustrates that regions 1, 2, 3,
and 7 are significantly below the state
high confidence interval rate of 16.0%.
Regions 4, 5, and 6 are

significantly higher than the state high
confidence interval rate. See page 2 for
meaning of confidence interval rates.

Figure 8: School Year 2003-2004 Overweight Body Mass Index For

Age, By Regions with Confidence Intervals
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Source: South Dakota Department of Health

Obesity Risk Factors

Obesity is a risk factor for the following
conditions in adulthood: cardiovascular
disease, hypertension, diabetes,
degenerative  joint  disease, and
psychological problems. Although
commonly thought of as an adult
disease, obesity is a growing problem in
children and adolescents and its
consequences are increasingly being
seen. Overweight children and
adolescents have increased blood lipids
and other cardiovascular risk factors.
Research shows that 60.0 percent of
overweight 5- to 10-year-old children
already have at least one risk factor for
heart disease, including hyperlipidemia
and elevated blood pressure or insulin
levels. Type 2 diabetes in children, a
disease that typically appears in adults,
is increasing at alarming rates among
children and  adolescents. Liver
disorders are more frequently found in
overweight children and overweight

children also have more hypertension,
sleep apnea, and orthopedic
complications. Overweight children are
taller and mature earlier than non-
overweight children. (Dietz, Pediatrics
101 Suppl, March 1998).

However, the most widespread
consequences of obesity in children are
psychological. With a culture that
generally prefers thinness, overweight
children are targets of early and
systematic discrimination. They have
fewer friends and are regarded as lazy
or sloppy. Obese adolescents develop a
negative self-image. Children who
mature early tend to have lower self-
esteem. (Dietz, Pediatrics 101 Suppl,
March 1998).

Being overweight during childhood
increases the chance that the person will
be overweight as an adult. Whitaker et
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al (NEJM:1997;337-869-873) reported
that 69 percent of overweight children 6
to 10 years will be obese at age 25, 83
percent of overweight children 10-15
years will be obese at age 25, and 77
percent of overweight adolescents 15-18
years will be obese at age 25. For
children at risk of overweight, the
percentages are 55, 75, and 67
respectively.

Comparison To Other Data

Height and weight data were measured
nationally in a series of representative
surveys ((National Health Examination
Survey (NHES) and National Health
and Nutrition Examination  Survey
(NHANES)). When the overweight
definition is applied to data from earlier
national health examination surveys, it is
apparent that overweight in children and
adolescents was relatively stable from
the 1960s to 1980. However, from
NHANES II (1976-80) to NHANES III,
the prevalence of overweight nearly
doubled among children and
adolescents. In the time interval
between NHANES Il and Ill, the
prevalence of overweight among
children ages 6-11 years increased from
an estimated 7 percent to 11 percent,
and among adolescents ages 12-19
years, increased from 5 percent to 11
percent. NHANES IV results for 1999-
2001 indicate that 15.0 percent of
children, ages 6 to 11 are overweight
and 16.0 percent of teens ages 12 to 19
are overweight. Although South Dakota
uses slightly different age group
categories for analysis and the reference
standards have changed slightly, the
South Dakota data are higher than the
national data collected.

By using the Pediatric Nutrition
Surveillance System or PedNSS, the
South Dakota Department of Health has
collected height and weight data of
14

infants and children participating in the
South Dakota Supplemental Nutrition
Program for Women, Infants, and
Children (WIC) since 1995. WIC serves
children under the age of 5 who are at
nutritional risk and are from families with
limited incomes. The 2003 rate of
overweight, ages 2 to 5 years was 13.6
percent, up from 12.8 percent in 2002.
The rate for overweight children was
12.9 percent for the three-year period
2001-2003.

A study was done to determine the
prevalence of overweight and obesity in
American Indian children and
adolescents attending schools in the
Aberdeen Area Indian Health Service
(SD, ND, IA, and NE). Height and weight
were measured for 12,559 children aged
5-17 vyears and reported in the
International Journal of Obesity (1999)
23, Suppl 2. The study showed the age-
adjusted prevalence of overweight was
39.1 percent for males and 38.0 percent
for females and the age-adjusted
prevalence for obesity was 22.0 percent
for males and 18.0 percent for females.

Prevention Of Child
Overweight And Child Obesity

Child overweight and child obesity is a
multi-faceted problem that should be
addressed by promoting healthy eating
and increasing physical activity and
decreasing inactivity. While needing to
prevent overweight and obesity in
children, care must be taken not to
encourage weight preoccupation,
inappropriate eating habits, and extreme
amounts of exercise associated with
eating disorders in youth.

The following guidelines are steps for
everyone to take to prevent child
overweight and obesity. There is also
additional information on the Healthy
South Dakota website at www.healthy

sd.gov.



http://www.healthysd.gov/
http://www.healthysd.gov/

What Everyone Can Do

e Set a good example by being
physically active and eating a healthy,

balanced intake high in fruits,
vegetables, and whole grains.
e Advocate for convenient, safe, and

adequate places for young people to
play and take part in physical activity
programs.

e Support daily physical education and
other school programs that promote
lifelong healthy eating and physical
activity, not just competitive sports.

e Urge parent associations and school
clubs 